
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www.dail.vermont.gov
VoicelTTY (802) 871-3317

To Report Adult Abuse: (800)564-1612
Fax (802) 871-3318

March 20, 2012

Ms. Tammy Cota, Administrator
Cota's Hospitality Home
1079 South Barre Road
Barre, VT 05641

Dear Ms. Cota:

Provider #: 0365

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on January 19, 2012. Please post this document in a prominent
place in your facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure
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Blind and Visually 1mpaired
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R100 Initial Comments: R100

An unannounced onsite complaint investigation
was initiated by the Division of Licensing and
Protection on 12/16/2011 and completed on
1/19/12. The following are regulatory violations:

R128 V. RESIDENT CARE AND HOME SERVICES R128
SS=E

5.5 General Care

(X6) DATETITLE

~ O\.\\v..t.k\~d- POG~

0.. l tL(>\-L~ C<"' "3\ \ (' \d-

~~\~

5.5.c Each resident's medication, treatment, and
dietary services shall be consistent with the
physician's orders.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review, the
home failed to assure medications were in
accordance with physicia~A'rders for 2 applicable
residents. (Resident #1, ~ Findings include:

1. Per review on 1/5/12, Resident #5, who has
experienced significant neuropathic pain of their
left leg as a result of a complex regional pain
syndrome, was examined by a neurologist on
8/18/11 who then prescribed Neurontin (a
medication used to treat nerve pain) for the
resident. The order states: Neurontin 100 mg,
orally at HS (hour of sleep) X 5 days, 3 Neurontin
capsules orally X 5 day, 3 capsules ora'ily twice
daily x 5 days, then 3 capsules orally three times
each day. Per review of the Medication
Administration Record (MAR), Resident #5 has
only been. administered Neurontin 100 mg. at
bedtime since the order. Per interview on 1/5/12
at 2:25 PM the manager was unaware of the
discrepancy and confirmed the home's failure to
provide Resident #5 with midications in
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R128 Continued From page 1 R128

accordance with physician orders. In addition, per
interview on the afternoon of 1/5/12, Resident #5
confirmed s/he continues to experience pain.

2. Per record review on 12/16/11 and 1/5/12,
Resident #1, who was receiving chemotherapy,
was to receive a steroid, Prednisone 100 mg for
five days, starting the day after chemotherapy,
and Neulasta injection to decrease the risk of
infection within 24 - 48 hours. Additional
information from the prescriber on 1/6/12 at 3:10
PM and 1/18/12 at 10:35 AM, confirmed that
chemotherapy was given every 3 weeks between
9/15/11 and 12/29/11.

a. Per review of the Medication Administration
Record (MAR) there is no evidence the
Prednisone was given following the 9/15/11,
10/27/11 and 12/8/11 treatments.

b. The wrong dose of Prednisone was
documented following the 10/6/11 and 11/17/11
treatments. The MAR stated that Prednisone 25
mg (not 100 mg as ordered) was given daily at
8:00 AM or 8:00 PM. The MAR for October &
November had blanks where the Prednisone was
not signed as given or the Prednisone was given
longer than five day course. Per interview on
1/5/12 at 10:30 AM, the Manager stated "... 1 know
[h/she] got it...you got me ... 11 Per interview on
1/12/12 beginning at 12:35 PM, the nurse stated
" ... 1 saw that (meds) as a big problem when I
started ...the incorrect dose of Prednisone in
September probably did get missed.II

c. There is no evidence the injection of Neulasta
was given by the nurse following chemotherapy
on 10/6/11, 10/27/11 and 11/17/11 & 12/8/11. Per
interview on 1/12/12 at 12:35 PM, the nurse
stated "I probably did miss the November dose. II

Division of Licensing and Protection
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R128 Continued From page 2 R128

Per review of the MAR, both the manager, who is
not a licensed nurse, and the facility's nurse
initialed that Neulasta was administered by
injection on 9/16/11. The manager also initialed
the MAR on 10/7/11 but denied giving the
injection stating "I don't give it" during interview on
12/16/11 at 10:05 AM.

d.. Per review of Resident #1 's MAR, an
antibiotic ordered to be given 3 times a day for 10
days was not signed off as being given at 2:30
PM on 12/20/11 and 12/21/11 and at 8:30 AM &
2:30 PM on 12/22/11. This was confirmed by the
Manager on 1/5/12 at 2:15 PM.

R139 V.HESIDENT CARE AND HOME SERVICES R139
SS=D

5.8 Physician Services

5.8.c Any refusal of medical care and the
reasons for the refusal must be documented in
the resident's record. If the resident has an
attending physician, the physician shall be
notified.

This REQUIREMENT is not met as evidenced
by:
Based on interview with staff and resident and
record review, the home failed to document in the
medical record a resident's refusal for physical
therapy and failed to notify the physician for 1
applicable resident. (Resident #6) Findings
include:

1. Per review, Resident # 6 has experienced
mobility issues and during a visit to their physician
on 11/10/11 a physical therapy referral was
prescribed to "...evaluate for gait training and
improving use of knees when walking". Per

Division of Licensing and Protection
STATE FORM 6899 XSOY11 If continuation sheet 3 of 20
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R139 Continued From page 3 R139

review of the resident's record, there was no
evidence the resident received physical therapy.
Per telephone interview during the afternoon of
1/5/12, the physical therapy department at a local
health center confirmed an appointment had
been booked for 11/28/11, however the resident
did not come to the appointment nor was the
physical therapy department notified of a
cancellation. Per interview on the afternoon of
1/5/12, the co-owner stated the resident refused
physical therapy, however Resident #6 stated
they were fearful physical therapy would be
painful so treatment was not attempted. The
physician was not notified by the home, that
Resident #6 had not received physical therapy.

R145 V. RESIDENT CARE AND HOME SERVICES R145
SS=D

5.9.c (2)

Oversee development of a written plan of care for
each resident that is based on abilities and needs
as identified in the resident assessment. A plan
of care must describe the care and services
necessary to assist the resident to maintain
independence and well-being;

This REQUIREMENT is not met as evidenced
by:
Based on observation, staff interview and record
review, the nurse failed to oversee the
development of a written plan of care to reflect
specific care needs and monitoring of health
conditions for 2 applicable residents. (Resident
#1 & #5) Findings include:

1. Per review on 1/5/12, Resident #5, has
received nerve blocks on 9/21/11 and 11/30/11
for the treatment of pain associated with the

Division of Licensing and Protection
STATE FORM 6899 XSOY11 If continuation sheet 4 of 20
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R145 Continued From page 4 R145

resident's medical diagnosis of a complex
regional pain syndrome. The resident also wears
a walking boot when ambulating. The resident's
care plan has not been updated to reflect the
resident's diagnosis, the neuropathic pain with
recent treatments or ongoing monitoring of the
resident's altered skin sensation, changes in skin
temperature or assessing the degree of swelling.

2. Per record review on 12/16/11 and 1/5/12,
Resident #1 's care plan was not revised to reflect
placement of a port for chemotherapy access,
chemotherapy that was given for a three month
period between September 2011 and December
2011, and treatment for an infected toe. The care
plan had not been updated since 4/12/11. This
was confirmed by the Manager on 1/5/12 and with
the nurse during a telephone interview on 1/12/12
at 12:35 PM.

R149 V. RESIDENT CARE AND HOME SERVICES R149
SS=D

5.9.c (6)

Maintain a current list of all treatments for each
resident that shall include: the name, date
treatment ordered, treatment and frequency
prescribed and documentation to reflect that
treatment was carried out;

This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interview, the
home failed to assure that the current treatment

I

, list contained the prescribed useof an orthotic
boot and and treatment for an infected toe for 1
applicable residents. (# 5) Findings include:

1. When ambulating, Resident #5 wears an
Division of Licensing and Protection
STATE FORM 6899 XSOY11 If continuation sheet 5 of 20
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orthotic walking boot on their left foot. A treatment
plan for the use of the boot has not been
developed to reflectthe frequency for the
prescribed use of the boot. There is no
documentation to reflect the monitoring by staff to
I assure the proper use of the boot and the
I ongoing assessment of the residenfs skin
integrity. sensation or swelling of the residents
foot as a result of wearing the boot.
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R161 V. RESIDENT CARE AND HOME SERVICES R161
SS=E

5.10 Medication Management

5.10.b The manager ofthe home is responsible
for ensuring that all medications are handled
according to the home's policies and that
designated staff are fully trained in the policies
and procedures.

This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interview, the
manager failed to assure that staff were properly
trained and failed to oversee that medications
were administered in accordance with physician

I orders for two applicable records reviewed.
(Resident #1 & #5) Findings include:

1. Per review on 1/5/12. Resident #5, who has
experienced significant neuropathic pain of their
I left leg as a result of a complex regional pain
syndrome. was examined by a neurologist on
8/18/11 who then prescribed Neurontin (a
medication used to treat nerve pain) for the
resident. The order states: Neurontin 100 mg.
orally at HS (hour of sleep) X 5 days. 3 Neurontin
capsules orally X 5 day. 3 capsules orally twice
daily x 5 days, then 3 capsules orally three times I

Division of LicenSing and Protection
STATE FORM 6899 XSOY11 If continuation sheet 6 of 20
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R161 Continued From page 6 R161

each day. Per review of the Medication
Administration Record (MAR), Resident #5 has
only been administered Neurontin 100 mg. at
bedtime since the order. Per interview on 1/5/12
at 2:25 PM the manager was unaware of the
discrepancy and confirmed the home's failure to

Iprovide Resident #5 with medications in
accordance with physician orders. In addition, per
interview on the afternoon of 1/5/12, Resident #5
confirmed slhe continues to experience pain.

2. Per record review on 12/16/11 and 1/5/12,I Resident #1, who was receiving chemotherapy,
! was to receive a steroid, Prednisone 100 mg for
five days starting the day after chemotherapy and
Neulasta injection to decrease the risk of infection
within 24 - 48 hours. Additional information from

/
' the prescriber on 1/6/12 at 3:10 PM and 1/18/12
at 10:35 AM, confirmed that chemotherapy was
given every 3 weeks between 9/15/11 and
12/29/11.

a. Per review of the Medication Administration
Record (MAR) there is no evidence the
Prednisone was given following the 9/15/11,
. 10/27/11 and 12/8/11 trei;itments.

b. The wrong dose of Prednisone was
documented following the 10/6/11 and 11/17/11
treatments. The MAR stated that Prednisone 25
mg (not 100 mg as ordered) was given daily at
8:00 AM or8:00 PM. The MAR for October &
November had blanks where the Prednisone was
not signed as given or was given longer than five
day course. Per interview on 1/5/12 at 10:30 AM,
the Manager stated "...1 know hlshe got it ...you
got me ..." Per interview on 1/12/12 beginning at
12:35 PM, the nurse stated "...1 saw that (meds) .
as a big problem when I started ...the incprreCt
dose of Prednisone in September probably did

.

Division of LicenSing and Protection
STATE FORM 6899 XSOY11 If continuation sheet 7 of 20



PRINTED: 01/30/2012
FORM APPROVED

Division of LicensmQ and Protection

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLlER/CLlA
IDENTIFICATION NUMBER:

0365

(X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

c
01/19/2012

NAME OF PROVIDER OR SUPPLIER

COTA'S HOSPITALITY HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

1079 SOUTH BARRE ROAD
BARRE, VT 05641

(X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

R161 Continued From page 7

get missed."

c. There is no evidence the injection of Neulasta
was given by the nurse following chemotherapy
on 10/6/11, 10/27/11 and 11/17/11& 12/8/11. Per
interview on 1/12/12 at 12:35 PM, the nurse
stated "I probably did miss the November dose."
Per review of the MAR, both the manager, who is
not a licensed nurse, and the facility's nurse
initialed that Neulasta was administered by
injection on 9/16/11. The manager also initialed
the MAR on 1017/11 but denied giving the
injection stating "I don't give if' during interview on
12/16/11 at 10:05 AM.

d .. Per review of Resident #1's MAR, an .
antibiotic ordered to be given 3 times a day for 10
days was not signed off as being given at 2:30
PM on 12/20/11 and 12/21/11 and at 8:30 AM &
2:30 PM on 12/22/11. This was confirmed by the
Manager on 1/5/12 at 2: 15 PM.

**This deficiency remains uncorrected from the
10/12/11 follow-up survey** .

R161

R174 V. RESIDENT CARE AND HOME SERVICES R174
SS=D

5.10 Medication Management

S.10.h. (2)

Medications requiring refrigeration shall be stored
in a separate, locked container impervious to
water-and air if kept in the same refrigerator used
for storage of food,

This REQUIREMENT is not met as evidenced
by:

Division of LicenSing and ProtectIon
STATE FORM 6899 XSOY11 If continuation sheet 8 of 20
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R174 Continued From page 8 R174

Based on observation and interview, the home
failed to store refrigerated medications in a
separate locked container when stored in the
same refrigerator used for food storage. Findings
include:

During a tour of the home's kitchen on 1/5/12 at
10:35 AM, 2 boxes containing Novolog Flex Pens
and 4 Lantus Solostar Flex Pens boxes belonging
Resident #7, who had been discharged and was
no longer a resident, were observed stored in a
refrigerator identified by the manager as
"refrigerator #2." The manager, who was present
during the tour, confirmed the medication found
in the refrigerator was not stored, as required, in
a locked container impervious to water and air.

R176 V. RESIDENT CARE AND HOME SERVICES
SS=D

5.10 Medication Management

5.10.h (4)

Medications left after the death or discharge of a
resident, or outdated medications, shall be
promptly disposed of in accordance with the
home's policy and applicable standards of
practice.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the home
failed to promptly dispose of medication left after
a resident was discharged. Findings include:

During a tour of the home's kitchen on 1/5/12 at
10:30 AM, 6 boxes of Insulin Flex Pens (4 boxes
Lantus Solostar and 2 boxes of Novolog.)
prescribed for Resident #7, a former resident of

Division of LicenSing and Protection
STATE FORM
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R176 Continued From page 9 R176

the home, were found stored in one of the kitchen
refrigerators identified as "refrigerator #2." The
manager of the home confirmed at the time of the
observation, the medications should have been
disposed off and/or returned to the pharmacy
upon discharge of the resident.

R181 V. RESIDENT CARE AND HOME SERVICES
SS=D

5.11 Staff Services

5.11.d The licensee shall not have on staffa
person who has had a charge of abuse, neglect
or exploitation substantiated against him or her,
as defined in 33 V.SA Chapters 49 and 69, or
one who has been convicted of an offense for
actions related to bodily injury, theft or misuse of
funds or property, or other crimes inimical to the
public welfare, in any jurisdiction whether within
or outside of the State of vermont. This provision
shall apply to the manager of the home as well,
regardless of whether the manager is the
licensee or not. The licensee shall take all
reasonable steps to comply with this requirement,
including, but not limited to, obtaining and
checking personal and work references and
contacting the Division of Licensing and
Protection in accordance with 33 V.SA 96911 to
see if prospective employees are on the abuse
registry or have a record of convictions.

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the home
failed to assure the completion of all required
background checks were conducted for two
employees. Findings include:

Per interview on 1/5/12 at 11:00 AM, the Manager

R181

Division of LicenSing and Protection
STATE FORM 6899 XSOY11 If continuation sheet 10 of 20
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R181 Continued From page 10 R181

confirmed that background screening checks
were not completed for two employees hired
within the last 4 months. These employees are
currently employed at the facility.

R189 V. RESIDENT CARE AND HOME SERVICES R189
SS=D

5.12.b. (3)

For residents requiring nursing care, including
nursing overview or medication management, the
record shall also contain: initial assessment;
annual reassessment; significant change
assessment; physician's admission statement
and current orders; staff progress notes including
changes in the resident's condition and action
taken; and reports of physician visits, signed
telephone orders and treatment documentation;
and resident plan of care.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the home
failed to assure staff progress notes were
documented to include changes in the resident's
condition and actions taken for 2 applicable
residents. (Residents #1 & #5 ) Findings include:

1. Per review of the record for Resident #5 on
1/5/12, there was a lack of progress notes
including changes the resident was experiencing
as a result of treatments they were receiving for
the treatment of a neurological condition.
Although the physician had documented when
specific epidural blocks were performed in the
outpatient setting, there were no progress notes
to reflect monitoring of the resident after
treatments and pain levels the resident was
experiencing. In fact, only one page of notes

Division of Licensing and Protection
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R189 Continued From page 11 R189

could be located for this resident who had been
admitted to the facility over 13 months ago. The
lack of documentation was confirmed on 15/12 at
5:00 PM by the manager.

2. Per interview on 1/5/12 at 2:45 PM, the
manager reported that Resident #1 has
developed a sore mouth since starting
chemotherapy. Per record review, there was no
ongoing documentation monitoring for side'
effects related to use of chemotherapy. In
addition, Resident #1's care plan last done on
4/26/11, and the resident assessment completed
on 10/13/2011, did not identify the use of
chemotherapy.

i
R190 V. RESIDENT CARE AND HOME SERVICES R190
SS=D

5.12.b.(4)

I The results of the criminal record and adult abuse
registry checks for all staff.

This REQUIREMENT is not met as evidenced
by:
Based on interview, the manager failed to assure
the results of criminal record and adult and child
abuse registry checks were conducted for all staff
hired. Findings include:

Per interview on 1/5/12 at 11:00 AM, the Manager
confirmed that background screening checks
were not completed for two employees hired
within the last 4 months who are currently
employed at the facility.

R216 VI. RESIDENTS' RIGHTS
SS=D

Division of lIcensmg and protection
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R216 Continued From page 12

6.2 A resident shall not be required to perform
work for the licensee. If a resident chooses to
perform specific tasks for the licensee the
resident shall receive reasonable compensation
which shall be specified in a written agreement
with the resident.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview, the home failed to
provide a written agreement for two residents
who were identified as as being compensated for
specific tasks of their choosing at the facility.
Findings include:

Per interview on 1/5/12 at 5:00 PM, the manager
stated that two residents performed
kitchen/dietary duties, shoveled snow to maintain
clear exits and assisted with handling chopped
wood. The manager confirmed that there was no
written agreement in place stating how
compensation would be provided.

R240, VII. NUTRITION AND FOOD SERVICES
SS=F

7.1 Food Services

7.1.b Meal Patterns

The following guide provides the basis for meal
planning and will provide nearly 100% of the RDA
for most residents. In cases of a resident's
advanced age and very light activity, homes may
consider each resident's needs with respect to
portion size and frequency of eating but shall not
compromise overall nutrient intake. In addition to
the suggested food servings, particular emphasis
must be given to fluid intake for residents.
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Suggested Daily
Food GroupServings

What Counts
as a Serving

R240

1 slice bread,Bread, Cereal, 6-11
tortilla
Rice, Pasta

Fruit 2-4

Y2 bagel, English Muffin
Y2 hamburger/ .
hot dog roll, pita
Y2 cup cooked
cereal, rice, pasta
1 oz ready-to-eat
cereal 3-4 small or
2 large crackers

% cup 100% fruit juice
1 medium apple,
banana or other
fruit Y2 cup fresh,
cooked or
canned fruit
Y4 cup dried fruit

Vegetables 3-5
chopped

Milk, Yogurt,
yogurt
Cheese

Y2 cup cooked or

raw vegetables
1 cup leafy, raw
vegetables
% cup vegetable juice

3 or more' 1 cup milk,

1Y2 oz natural cheese

Y2 cup cooked legumes
1 egg
2 tablespoons peanut
butter

Meat, Poultry, 2 (total of
lean
Legumes, Eggs 4-5 ozlday)
fish
Nuts

2-3 oz cooked

meat, poultry or

Division of Llcensmg and Protection
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R240 Continued From page 14

1/3 cup nuts
Fluids 8 cups Water, juice, herbal
tea,
(8 fluid oz each) non-caffeineated

Coffee, tea

At least one serving of citrus fruit or other fruit or
vegetable rich in vitamin C shall be served each
day.
At least one serving of fruit or vegetable rich in
vitamin A shall be served at least every other day.

This REQUIREMENT is not met as evidenced
by:
Based on review of the weekly menus and
interview, the menus lacked the recommended
daily allowance (RDA) of all food groups. Findings
include:

Per review of the weekly menus from December
12,2011 through January 8, 2012, the menus
lacked the RDA recommended servings of 2-4
servings of fruit and 3-5 servings of vegetables.
Per interview on 1/12/12 at 12:35 PM, the facility's
nurse stated the menus "needed improvement."
This was also confirmed by the manager on
1/19/2012 at 11:40 AM who stated" I knew
that... the State expects us to be perfect." Per
observation, the noon meal on 1/5/12 consisted
of "goulash" which contained pasta with meat and
onions, bread and butter, coffee, juice and other
beverages, but no servings of fruit or vege.tables.

R2661 IX. PHYSICAL PLANT
SS=E

9.1 Environment

9.1.a The home must provide and maintain a
safe, functional, sanitary, homelike and
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comfortable environment.

This REQUIREMENT is not met as evidenced
by:
Based on observations and interview, the home
failed to maintain an environment which is safe,
functional and sanitary. Findings include:

The following was observed during a tour with the
I manager and co-manager on 1/5/12 at 9:45 AM.

1. A cracked floor board was observed on the
handicapped access ramp at the main entrance.

2. Dead bugs were observed in ceiling lights in
the three resident rooms on the second floor and
littered the floor near the window in a storage
room on the first floor identified as the former
living room.

3. The hallway and a storage room near the
staircase leading to the second floor was heavily
cluttered with boxes stacked upon one another, a
popcorn machine and other items.

4. The wallpaper in Resident # 5's room was
stained due to a previous water leak.

** This is a repeat deficiency from the 10/12/11
follow-up survey **

R268 IX. PHYSICAL PLANT
SS=D

9.2 Residents' Rooms

9.2.a Each bedroom shall have at least 100
square feet of useable floor space in single
rooms and at least 80 square feet per bed in
double-bed rooms, exclusive of toilets, closets,
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R268 Continued From page 16 R268

lockers, wardrobes, alcoves or vestibules. These
specifications may be waived for beds licensed
prior to the adoption of the 1987 regulations.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the home
failed to provide a bedroom for 1 applicable
resident which met the required 100 square feet
of useable floor space.

During a tour of the home on the morning of
1/5/12, a room located at the end of a hallway at
the back of the home was presently being utilized
by Resident #6 as their bedroom. This single
room was clearly less then 100 square feet, had
limited floor space and was without a closet. Both
the co-owner, who was present at the time of the
morning tour and the later the manager on 1/5/12
at 3:20 PM, agreed the room was less then 100
square feet. Although they both acknowledged
the room did not meet the required square
footage, the resident has been utilizing the room
for greater then 3 months. No attempt has been
made to relocate the resident to provide sufficient
space to reside.

R270 IX. PHYSICAL PLANT
SS=D

9.2 Residents' Rooms

9.2.c Each bedroom shall have an outside
window.

(1) Windows shall be openable and screened
except in construction containing approved
mechanical air circulation and ventilation
equipment.
(2) Window shades, venetian blinds or curtains

Division of Licensing and Protection
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R270 Continued From page 17 R270

shall be provided to control natural light and offer
privacy.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the home
failed to assure that windows in resident rooms
were easily openable. Findings include:

Per observation at 5:00 PM on 1/5/12, no handles
were observed on the windows in the room
occupied by Resident #6. The manager stated a
crank handle was required and proceeded to
locate a handle attached to another window
located at the end of the hallway. This handle was
not available for the resident's use and it could
not be assured it would open each of the windows
in the resident's room.

R276 IX. PHYSICAL PLANT
SS=A

9.2 Residents' Rooms

9.2.i Each resident-shall be provided adequate
closet and drawer space to accommodate
clothing and personal needs.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the home
failed to provide adequate closet space for 1
resident assigned to a single room located on the
first floor. Findings include:

Per interview on 1/5/12 at 5:00 PM, the manager
confirmed a room located on the first floor at the
end of a hallway where Resident #6 had been
transferred to reside over 3 months ago was
without a closet.
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R9991 MISCELLANEOUS
SS=F .

4.13. b. Whenever the authority is vested in the
governing board of a firm, partnership,
corporation, company, association or joint stock
association, there shall be appointed a duly
authorized qualified manager, however named,
who will be in charge of the daily management
and business affairs of the home, who shall be
fully authorized and empowered to carry out the
provisions of these regulations, and who shall be

I
charged with the responsibility of doing so. The
manager of the home shall be present in the
home an average of 32 hours per week. The 32
hours shall include time providing services, such
as transporting, or attendance at educational
seminars. Vacations and sick time shall be taken
into account for the 32-hour requirement. In the
event of extended absences, an interim manager
must be appointed.

Based on the deficiencies cited, the responsibility
of the manager to assure and maintain regulatory
compliance with the Residential Care Home
Regulations was not met.
Findings include:

I The manager failed to assure compliance with
physician orders, medications were given as
ordered, medications were stored and disposed
of properly, menus met the recommended daily
allowance for all food groups, conducting
background screenings for new employees, and a
safe environment. Refer to deficiencies cited in
the survey statement.

4.14 .t. The home shall make written reports
resulting from inspections readily available to
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residents and to the public in a place readily
accessible to residents where individuals wishing
to examine the results do not have to ask to see
them. The home must post a notice of the
availability of such written reports. If a copy is
requested and the home does not have a copy
machine, the home must inform the resident or .
member of the public that they may request a
copy from the licensing agency and provide the
address and the telephone number of the
licensing agency.

Based on observations and interview, the written
survey reports were not accessible for review by
residents or the public. Per interview with the
manager on 1/5/12, survey reports are kept in the
office which is locked when no staff are present.

Division of Licensing and Protection
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Plan of Correction for survey completed J:muary 19,2012

R128 RESIDENT CARE AND HOME SERVICES

General Care: The nurse will oversee ~nd Irain staff in the new policy ttl;]t is 10 be instituted by M(.lrctl 1,
2012. The policy will covcr s;jfe medication Cldministralion. It will cover the steps to be taken for new
medications and medication changes for residents. The staff will be in-serviced at the ne>ctslaff mectin.g
in March 2012. This policy will be overseen by the manager and the nurse. lho following steps will be
in::;titut~d in Ihe policy Ih<:Jt 3ddresses the corrective action. They Clre os follows:

-New orders will be faxed to Kinncys Long-term Care Pharmacy Immediately when received.
The person faxing the order will write the date, lime, and initials ;:)tter it was sent.

-PIClC~;.'111 new orders in Lhedesignated m(iit slot for Ihe nurse so they can be reviewed prior to
filing in ch;lrt.

-Notify nurse by cell phone, voice mail, or c-m()il about new orders when they Jre received. The
nurse will make the nece5sary changes on the mediCCl!recoros or delegate the manager to do so afler

speaking directly wilh her. '
-Order~ will not be fil0d in the charts till the nurse reviews them.
-The written findings report from MD visits will not be filed in the patients' medical rGcord till it IS

reviewed by the nurse.
-All pnpers/orders reviewed by the nurse will be dated and signed prior Lofiling In the medical

record. The papers will be placed in designated folder for filing ;1fter signed by the nurse .
•New ml:.'dicatlons or mCdlC<ltlon changes will be entered in the MAR by the nurse or the

manager The new entry will be d3ted and initiale-d by the nurse or m<m::lg~r.
-Antibiotics will be given as prescribed per the MD. They will be given till complp.ted. If tllcrc

(Ire miSsed doses, the nurse or manager will be notltled Immediately te address the issue.

Cota's Ho~pitalityl-touse h;1S <t new phtmnacy servicc. HCCllthcare O,rect- A Division of Kinneys
Long-lerm CClrC. This pharm<lcy has been servicing this CCH since mid-December 2011. They hnve
been a reliable, accessible, and accurate service for medicarion dispcnsin£). rh~previous pllclrlTlClCY
utilized was not able to accommodate the facility rldequately. This is whal has prompted the cllange_
The medicotion system He;"ilth Direct provides ensures a double check prior 10 assistif)g with medication
8dminislrntion This will ensure that resident's medications will be administered in accordance to
phy~iclan's ordcr$.

Tlw nur~e will check VOice mail, cell phone, <lnd e-mail regularly. The nurse'z cell number and c~mall are
posted in ttle office. All staff has access Lathe office. All slaH ~las been In-serviced how to contact tile
nurse.

In addition. the manager will be present;'l[ the faCility the following ~et days. MondclY. Tuesd:-iY,
Wednesday, and Friday. The rn;:magcr will be present a minimum of 32 hours per week.. The nur~e will
bcprC5cnt every Thursday. Both the manager and the nurse will be available <lltcrn3tive times as
nee<! ed . Po <. o..tL.t.-p \-<- ~ \),A"~ 6.. c\.Qw..~ \ \

S.~(lU 3 ,( ,~
R139 RESIDENT CARE ANO HOME SERVICES

Physlcicln Services: There Will be a traCKing record made for scheduled appoinllmmt~. Tlli~ will lie
placed in the front of every chart. This record will indicnte If the resident went to the appointment It
they did not attend, there will be J location for the Sl:lff' member to document :3 reason i.e. rcfu~al.
weather, or resident ill c:tc. The nursc and manager willlr3ck this form routinely and follow up with
1
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missed appointments. The physician will be notified by the manager or office nurse. This form will be
completed by M,uch 1, 2012. The staff will b~ in-serviced atthe staff meeting in March 2012.

There will be a dry erase board placed in the office. This will be the communic()tion board tor the day's
appointment for staff in the office. ThIs will be completed by April 1, 2012.
Staff will be in-serviced on how to ulilize board April's 2012 staff mceting. £I~& •• &

fOC~ltJ..pkci.~--\\~\,("h~
R145 RESIDENT CARE AND HOME SERVICES

All residents care plans c::mdassessment will be re-done by April 1st The C<:lrcpl,:ms and assessments
will reflect rcsidenl':) current heCllth c:;sues and care. The Clsscssment and care plans will also be
updated as ncw problems arise with a resident's health. The manager and nurse will complele this ta$k.

The nurse will make a treatment shectlo utilize when there is a resident with a medical condition
warr3nting assessment :md monitoring. This will bo the nurse's re~ponsjbilily to initiate whon .;In
intervcntion/::lssessment is wilrranted. The t3sk of making the form will be done by the nurse and
completed by M;.trch 1, 2012.

The "U(S~ will use a tri.H.;kiog s/wet to ertsure tflat tile yeClrly evafuvtiorl is being completed wl'H":.'fJduc.
Tile nurse will oversee <Jnd ensure that the CDfCpl::Jns and assessments OrO updated appropriatefy wtlf:Hl

sign;ti~m~ ch,mges occur is a resident'~ hoalth status.

The nurse is new to the role of nursing overview of a level 3 eCHo She WIll refer to regulations or cont3ct
the Vermont StClte Division of Licensing and Protection with questions. The nurse has .'31$0 contacted the
nurse thClt resides at another CCH for m(:ntoring. rhe nurses h<.lVei)lready had a meeting to di~clJs::;rl1e
nursing process for a level 3 CCH In Vermont. pOL Cl.l~~' ~~. w 3\ \~\,~

R 1'19 RESIDENT CARE AND HOME SERVICES

A tre<ltment plc)nWill be initi<ltcd for this resident. There will bc a rorm made by the nurse to facilitate ttle
process. The resident's assessment and care plan will be updated. These will both be completed by
MarCh 1 2012. StCJffwill be in-serviced at March's Gtllff meeting about residcnt'~; orthotic boot and
updated c"m~ plan/trcatment sheet.

There IS C.l tcmpfam tor t((•••./lmell(~ that C(ffr /)1;: impfemented tor future lfei:lfmem tlCOOS of resident:;. Tlfe::
nu""':;cwill ensure tlris .:.;/7eetgets implemented whmr •.~pproprl()tc. PO c.. A l.t4>tt-~ ~~\' ")...

R 161 RESIDENT CARE AND HOME SERVICES

Medicalion M,magement: A new polley will be made. It IS titled Srlfe Medication Administration. The.
focus ot the policy will be simple steps to follow when there are new medications or medication changes.
This also highlights the respom;ible persons to make the changes, oversee the changes, Clndeducation
st<:lffabout the changes i.I~ they occur. The nurse is respono:;iblp.'or making the policy. The nurse and
manager will oversee the policy. Staff will be educated <)botJtIhe poliCY at March'~ s.rarfmeeting. St"ff
will be required lO read the policy when it is complete March 1. 2012.

The(e is Clnew Pharmclcy as well as a new medication administration system. The new system allows a
double check prior lo assisting with medication administration. Slaff h<:lsbeen educated about new
system. The nur~~ewill Ch8Ck the process every week to ~n$ure compll:-mce and C)ccuracy with
m<:dic~ltion administr~lion. The mt'lnager will ollersee the process the d<:ty$she is at the fCJcility.

The staff also has morc Jccess to ttle nurse via cell phone and ~-mClII. Tl'lt: messages Will be cll~cked
reglll,lfly. ihc st<1ff are required to notify the nurse when queslionslconcem::; arise. On-going in
servicing about proper medicr.loon <:ldministration and when to notify thc nurse is taking place.

2
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The nurse and manager will be the dcsignated point people to write medication changes on the MARS.
Either [he nurse or manager will be presen.t at the facility Monday tluough Frid<:lYto oversee new orders.
All staff will notify the nurse of new orders as they arrive then place them in the deslgrlated folder for thc
nurse: to reV Jew.

The Sate Medic<:ltion Administration Policy will address how to manage antibiotics as well as how to
manage missed doses. The policy Will focus on sl<df notifying the nurse immediately as iSSlJP.5 ;::lrise.
Staff have morc :lccessibilily to lhe nurse. If the nurse is not available, the m~nager will be.

t>()t. (Alu...p~ 'S.~. ~ 1>"("\'~
R174 RESIDENT CARE AND HOME SERVICES

Medic~tion M,lnClgement: Medie<itions that require refrigeration will bc pl<lced in the designated pi()ce,
There will be a refrigeralor in the office that WIll be uscd for only medications. The office is locked at all
times ir there not C:l staff member in the offIce. Th~ refrigerator will be in place by May 1, 2012.
Medications will be promptly disposed under the supervision of the nurse when a resident is discharged
from the facility.

A ((:frigcrotor has bex.1f1 P(JfcJ7CJscd and I~<;Jocated ;n Ille office. Tll;S is dcsignQlod for medications thill
rttC/tJire refriqt'rt.J/ion. This unit will have the ability /0 be lockod. PbUt.e..t..p~cl s..~ tt-\J 3>,,~\,~

R 176 RLSIDENT CARE AND HOME SERVICES

Medicat.on Management: Medications will be promptly disposed of when a resident is discharged from
the facility. This WIll be overseen by the ~urse and manager. POt. o..t.u..p\t.A ~\~,~

R181 RESIDENT CARE AND HOME SERVICES

Slaff Services: The man<~geris responsible to complete b<.lckground checks. This will be completed
wh(~n ::I perspective ~mploye€ drops off an applic<ltlon tor employment. The back ground check will be
completed prior to hiring for employment. All back ground checks are now completed by the man<3ger for
all stan members employed by Col<:lHospitality House. poc.. ().t.\t..P~ S~ 9-0 3 hS"\\",>-

R189 RESIDENT CARE AND HOME SERICES

In-servicing ror documentcl(ion has been provided ror staff, Thr::rt: will also be oJ form made by thc nurse
to u~~;ess/monitor ch<3nges In residenfs health status. This will provide more direction wilh resident's
care to the staIr, 'fhis form will be made by the nurse cmd completed by MClrch 1, 2012.

The nurse also has enlisted a mentor. The nurse's menlor is the nurse lhat provides nurSing overview at
3 level 3 CCH in Central Vermont.

{hc nurse WillUSe'a trJcking shcai to ensure (tIM (tip. yearlyevClfuation is beiag completed wl'lNI due.
The nurse will Ov(.'fsee and ensuro that the care plans and assessments are updated i.~pproprrafefy when
signrtlciJTJt cJlOllges occur in a reSident '$ health SiD/U.S. Poc... 0.. tu..~\-(..l::l 'S.~ \ ~ 3 \ \('\, ~

R190 RESIDENT CARe AND HOME SFRVICES

The m<:lnager is rc~pon$ible for completing crimina! record and adult Jbuse registry checks for all slaff.
All of the sti:lrr at Co1a's Hospitality House has had back ground checks completed on them. If there are
new perspectille ernployecs, the back ground checks will be done pnor 10 hirin~ for the facility. "fhe
manag(~r is responsible for completing this. .POCo..lt ..l-f>\t..d.. ~~ (UJ "J\'''h.}-

R216 RESIDENTS RIGHTS

There will be <J m;)nua! located in the facility office that addresses rcsidenls working tor the Coca Housc.
3
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The manual will Include a policy thClt must b€ read by the resident and/or represenl3tlve. There will be a
written and signed agreement by the Cola's and the res.ident. The agreement Will outline the work (0 be
performed by the resident and thc::l compensation to the resident There will be a log of the wor\< the
resident has perfonmed, the compensation entitled to the resident, and the payout. This must b~ signed
by the resident and Cotc)'s. This must be tilled out weekly. The agreement must be renewed at least
;:mnually. The records will be maintained by the manCJger. The policy will be wrillen by the nurse clnd
completed by April 1. 2012. POc. (Hl..t.'f>\{..~ 3\'{"\~ s.~~ .
R240 NUTRITION AND FOOD SERVICES

Food Services/Meal PCltlerns: There will be a food pyromid placed in the kitchen for a reminder to stoff
"bout portion ~i2eas well as d;)i1y food requirement. The nur::;e will in-service staff about nutriljon In
April's 2012 staff meeting. The menus will be completed a11east 2 weeks in <:ldllonce so the nurse C;,in
review them. In the re\ll~w. the nurse will ensure that there ;Jre 2-4 $ervlngs of fruit doilV. 3-5 servings of
vegetables daily, bread/starch 6-11 ~ervmgs per dJY. d~iry 3 or more d~ily. protein 4-5 oz. per d<Jy, and a
minimum of 8 cups of non-cJrreinated beverages daily. These food groups will <:11$0include the daily
requirements for Vitamin C and Vitamin A. An B oz, gl3SS of water will be ploced out for every resident
with their meal. The manager will be responsible to ensure that the menus are followed.

The ill-8(JlVice wl/l b(; in M;;:l(ch 201? All of the portinent information wifl J)O re/ayed to staff on (I,i$ dfly.
There will bt' a great deGlIofinformntion If);)t is covered and will r>eed reinforcement. April 2012 wi/f be
tlJl: in'-servrce d::W Tflar all the inform.'Jrfon will be reinforced. ~Oc..a..tu..p~ =-\\~'r~~ ~

R266 PHYSICAL PLANT
Environment
1. Tt1e crtlcked floor bo.lfd on the ramp has been lcmporarily repaired. The ramp Will be repl;;1ced.
This will be completed by May 1} 2012. The manager will oversee this project.

2. The staff will follow a cleaning schedule made by Lhenurse ~nd manager. The staft Will have ;)
l'ipecihc check list to follOw 10 ensure t<:lSksare being completed satisfactorily. The nurse will m;qke the
check li!'.t. The nurse and mC:lnagerwill perform random wi:tlk through inspections to ensure the cleaning
is b0.ing completed to sati$r~ctory standfllrds. The new check list will be completed bylhe nurse and
manager by April 1, 2012. The random wall( through will happen immcdiatt::lly. .

3. The hallway Will be fr~c of clutter. The storage room Will be organized ~mdchecked rnonchly. ThiS
will be overseen by the manager. This has been completed.

4. Th~ wall will be painted. The source of the leak h<JSbeen repaired to prevent future issues This
willb~complctedbyMarch 1,2012 . .t>oc.. A.t..l.l.-{)~ ~~.~ ~\\(\\~

R268 PHYSICAL PLANT

Resident's room: This resident has bl::cn moved to a new loci:ltion. The new room has a ctoset. Gl toilet,
and sinks. The new space also accommodates a dresser and bed. The resident was given prior
notlhc.~tion of the room ct1;Jnge. POc.....CH.Lt....t>H. ~ ~~l (LU 3\ \,\\~

R270 PI-IYSICAL PLANT

Residents room: Tile resident's room hilS been re-~$$igned. The neVI room iOCCItionhas an operDting
wmdow. The room that the res.ident wC)s residing in is no lorlger being utilized as a bedroom. TI)e
corrective action has been completed. The rc:.;idcnt w;).s given notifica~ion prior to re-Iocatlon.

POL~t~~ ~~AJ 3\\("'\\0-
R27G PI"IYSIGAL PLANT .

Residcnl$ Room: This violCllion has be~n conrected. The reSident 11'.';;1$ moved to another bedroom.

, t.\ ..
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The manager will be prc::;enl at the facility as GJset schedule. Monday, Tuesday, Wednesday, and
Frid<JY. The hours will be at least 32 hours per week. The manager is <)1$0 is ~\l3ilable ~RN The J ~ T. c....
manager will be responsible to follow lhe ptan of correclion. The plan of correction ha<""~~'Th~ t ;.\'('\1';;).
manager will be more Involved with the day to dCly care of the home. The nurse will vcrlTy1hat the " W
manager is following the plan of correction.

The survey reports will be posted on the manager's office door so it i::;avail<~ble to residents, staff, cmd
public. A notice will be posted on the enlryway board th<Jt ClsLirvey was completed JanuCJry 19, 2012 and
copy available when requested. This will be ov~l'$een by the mani:1gcr and the nurse.

~QC","UJ"i>\-<A.. 3 \\~~ \~
T3mmy Cota McJnager ~ \ ~

/' t'....
I '-'
t I' ..'-.../'-',./l,

G'"
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Addendum to Survey completed January 19,2012.

R128 and 161: The staff will be contacting the nurse when new orders arrive. If the nurse is not
available, the staff will contact the office manager. The nurse will delegate the office manager to make
changes on the MAR if she is not available. The nurse or the manager will be available to the staff at all
times via cell phone. If one is on vacation, the other will cover during that time. The backup pharmacy if
Kinney's is not able to deliver will be Hannaford's. The hours of operation and fax number will be in the
Safe Medication Administration Policy.

R 145- The nurses names have been deleted.

R 149- There is a template for treatments that can be implemented for future treatment needs of
residents. The nurse will ensure this sheet gets implemented when appropriate.

R174- A refrigerator has been purchased to designate for medications that requirerefrigeration. This

unit will have the ability to be locked.

R 189 and R 145- The nurse will use a tracking sheet to ensure that the yearly evaluation is being
completed wilen due. The nurse will oversee and ensure that the care plans and assessments are
updated appropriately when significant changes occur is a resident's health status.

R 240- The in-service will be in March 2012. All of the pertinent information will relayed to staff on this
day, There will be a great deal of information that is covered and will need reinforcement. April 2012
will be the in-service day that will re-enforce all new information.
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